BACKGROUND:Lifetime histories of sexual and physical abuse have been associated with increased HIV-risk sexual behavior, and some studies have identified other variables associated with these relationships. However, there is a dearth of literature that has critically examined abuse histories and HIV-risk sexual behavior in relation to these other variables. OBJECTIVES: Predictors of HIV-risk sexual behavior were analyzed among a sample of ex-offenders who were completing inpatient substance dependence treatment to identify factors related to increases in HIVrisk sexual behavior beyond that of abuse histories. DESIGN: Hierarchical linear regression was conducted to examine sociodemographic characteristics, recent substance use, and current psychiatric problem severity in addition to lifetime histories of sexual/physical abuse in a cross-sectional design. RESULTS: Gender, substance use, and psychiatric problem severity predicted increases in HIV-risk sexual behavior beyond what was predicted by abuse histories. Proportionately more women than men reported abuse histories. In addition, significantly more unprotected sexual than safer sexual practices were observed, but differences in these practices based on lifetime abuse histories and gender were not significant. CONCLUSIONS: Findings suggest recent substance use and current psychiatric problem severity are greater risk factors for HIV-risk sexual behavior than lifetime abuse histories among persons who have substance use disorders.
The relationship between sexual and physical abuse histories, and subsequent HIV-risk sexual behavior, has been observed across many studies. For example, sexual and physical abuse histories have been related to increases in HIV-risk sexual behavior within the general population (Bensley, Van Eenwyk, & Simmons, 2000) , among substance dependent persons who received methadone maintenance treatment (Kang, Deren, & Goldstein, 2002) , ethnic minority adolescent women (Champion & Collins, 2012) and adolescent men (Jones et al., 2010) , persons with severe mental illness and substance use (Devieux et al., 2007) , male repeated felony drug offenders entering criminal justice settings (Belenko, Lin, O'Connor, Sung, & Lynch, 2005) , and homeless/unstably housed adults living with HIV (Henny, Kidder, Stall, & Wolitski, 2007) . Children with documented cases of physical and sexual abuse (and neglect) histories were found to engage in HIV-risk sexual behavior 30 years later at nearly three times the rate of matched controls in one longitudinal study (Wilson & Widom, 2011) .
Although the relationship between sexual/physical abuse and HIV-risk sexual behavior is consistent across populations, substance use is another factor related to such risk. Substance use might be an expression of sensation-seeking resulting from childhood abuse (Bornovalova, Gwadz, Kahler, Aklin, & Lejuez, 2008) and serve as an ineffective coping mechanism for abuse experiences (Clum, Andrinopoulos, Muessig, & Ellen, 2009 ) that may lead to dependence in addition to HIVrisk sexual behavior. For instance, adults with sexual abuse histories were found to be at greater risk for developing substance use disorders (Meade, Kershaw, Hansen, & Sikkema, 2009) . Similarly, those who reported childhood physical abuse were more likely to have alcohol abuse problems (Henny et al., 2007) and be at greater risk for heavy drinking (Bensley et al., 2000) .
Other investigations have examined substance use as a predictor of HIV-risk sexual behavior. Alcohol use among women injection drug users in detoxification treatment (Rees, Saitz, Horton, & Samet, 2001) and the use of substances while engaging in sexual activities among patients with severe co-occurring conditions (Devieux et al., 2007) were found to predict HIV-risk sexual behavior. In addition, some evidence suggests sexual behavior varies among intravenous substance dependent persons in relation to their drug use, demographic characteristics, and treatment services (Mark et al., 2006) . In short, HIV-risk sexual behavior is influenced by factors associated with substance use, but few investigations have simultaneously examined abuse histories and recent substance use as independent predictors of HIV-risk sexual behavior.
In addition, some investigations have examined psychiatric factors in relation to HIV-risk sexual behavior among those with sexual and physical abuse histories. Kang et al. (2002) found adults who reported a history of sexual or physical abuse, compared with those who did not report such histories, had significantly higher levels of psychiatric problem severity. Emotional abuse was found to moderate the relationship between sexual abuse and HIV-risk sexual behavior among adolescents (Jones et al., 2010) , suggesting that psychopathological traits might increase HIV-risk behavior among abuse survivors. Other psychiatric factors found to predict HIV-risk sexual behavior among those with abuse histories include unstable intimate relationship patterns, but not affective symptoms (Wilson & Widom, 2011) . In addition, depressive and posttraumatic stress disorder symptoms have been reported in samples comprising injection drug dependent women (Plotzker, Metzger, & Holmes, 2007) and men living in areas with high incidences of reported HIV-seroconversion (Holmes, Foa, & Sammel, 2005) . However, the influence of psychiatric factors and HIVrisk sexual behavior is not well established because the assessment of psychiatric symptoms and disorders has been limited in terms of specific types (Holmes et al., 2005; Plotzker et al., 2007) and lifetime (but not current) prevalence rates (Wilson & Widom, 2011) .
Furthermore, investigations have found high prevalence rates of HIV-risk sexual behavior and substance use among diverse populations of previously incarcerated persons including African American men who have sex with men (Bland et al., 2012) , women who report multiple partners (Epperson, Khan, El-Bassel, Wu, & Gilbert, 2011) , and male repeated offenders entering criminal justice settings who report physical and sexual abuse histories (Belenko et al., 2005) . Although some research evidence suggests that substance use is linked to increased HIV-risk sexual behavior among offenders (Knittel, Snow, Griffith, & Morenoff, 2013) , there is a need to examine the independent effects of predictors related to HIV-risk sexual behavior among this heterogeneous population, and to examine risk factors beyond what might be expected from physical and sexual abuse histories among recently released offenders.
Taken together, findings across studies suggest that persons with sexual and physical abuse histories are at risk for engaging in HIV-risk sexual behaviors and that they might have substance use and psychiatric problems that also increase such risk. There is a need to examine whether rates of recent substance use and current psychiatric problem severity predict increased HIV-risk sexual behavior beyond what might be expected from sexual and physical abuse histories. Understanding the predictive values of substance use and psychiatric problem severity (simultaneously with sexual and physical abuse histories) in relation to HIV-risk sexual behavior would have important assessment, treatment, and research implications. The present study examined recent substance use and current psychiatric problem severity, together with sexual and physical abuse histories, in relation to HIV-risk sexual behavior among a sample of exoffenders receiving inpatient treatment for substance dependence. We hypothesized that both sexual and physical abuse histories would significantly predict HIV-risk sexual behavior and that recent substance use and current psychiatric problem severity would predict HIV-risk sexual behavior beyond these predictors.
Method

Participants
Two hundred, seventy adults (224 men and 46 women) with a mean age of 40.4 (SD = 9.5) years were recruited from inpatient treatment centers in northern Illinois. The largest proportion of participants were single (85%), and in terms of race, the majority (74.1%) of participants were Black/African American, 21.1% were White/Anglo American, 3.3% were Latino/a American, and 1.5% reported other racial groupings.
Most participants reported having been unemployed (32.7%), in a controlled environment (27.7%), or employed either part-time (25.4%) or full-time (11.2%) in the past 3 years. Participants reported an average total monthly income of $367.85 (SD = 709.66), with an average of 10.9 (SD = 1.9) years of education. Participants reported an average of 6.3 (SD = 13.7) prior convictions, an average of 9.9 (SD = 17.4) incarcerations, with a lifetime average rate of 77.2 (SD = 79.2) months incarcerated. In terms of substances of choice, the majority (41.4%) reported a history of using heroin/opiates, followed by cocaine (27.8%), alcohol (12.8%), polysubstance use (11.3%), and cannabis (6.4%). The prevalence rates of reported lifetime sexual and physical abuse were 8.1% and 11.7%, respectively.
Procedures
The present investigation was proposed to and approved by an institutional review board. All participants were recruited through inpatient substance abuse treatment facilities or reentry/case management programs. Ninety-three percent of the participants (n = 251) were recruited from inpatient treatment facilities where they were receiving inpatient services. Five percent of the participants (n = 13) were referred to the project through inpatient treatment facilities although the participants themselves were not receiving inpatient services at the time of recruitment. Two percent of the participants (n = 6) were referred through reentry/case management services. All participants were engaged in a process of informed consent, completed interviews prior to or on day of completing their inpatient treatment program, and received $40 for their involvement.
Measures
Demographics. We created a brief survey to collect sociodemographic characteristics. In addition, this brief survey solicited participants' information regarding their incarceration histories and previous treatments for substance dependence.
Abuse Histories and Psychiatric Problem Severity. The Addiction Severity Index-Lite (ASI-Lite; McLellan, Cacciola, & Zanis, 1997), a briefer version of the Addiction Severity Index (ASI; McLellan et al., 1992) , was used to assess problems in areas commonly affected by substance dependence: medical and psychiatric problems, drug use, alcohol use, illegal activity, family relations, and family history. The ASI has good internal consistency and excellent predictive and concurrent validity (McLellan et al., 1992) , and the ASI-Lite has been demonstrated as being quite comparable to the ASI with good validity and reliability (Cacciola, Alterman, McLellan, Lin, & Lynch, 2007) .
Lifetime histories of physical and sexual abuse was measured using the ASI items that asked whether participants had ever been physically or sexually abused by others, with dichotomous (yes/no) responses to these items. Assessing lifetime sexual and physical abuse history has been conducted in previous investigations (Devieux et al., 2007) , including those that used these ASI questions in samples consisting of substance dependence treatment patients (Morrill, Kasten, Urato, & Larson, 2001 ) and offenders (Belenko et al., 2005) .
Psychiatric problem severity was assessed using the Psychiatric Severity Index (PSI), an ASI subscale index that is calculated by a weighted formula that includes questions regarding a range of current psychiatric symptoms and problems (McLellan et al., 1992) . Scores range from .00 to 1.00., with higher scores representing greater psychiatric problem severity. The PSI is a widely used reliable and valid global estimate of the severity of psychopathology without regard to particular type (McLellan, Luborsky, Woody, O'Brien, & Druley, 1983) , with good internal consistency (>.70; McLellan et al., 1992) , and is one of the few ASI indices to demonstrate high internal consistency across studies (Makela, 2004) .
Risk Behavior Survey (RBS). The Risk Behavior Survey (RBS; National Institute on Drug Abuse [NIDA], 1993), a measure derived from the Risk Behavior Assessment (NIDA, 1991) , was used to collect information regarding HIV-risk sexual behavior. The RBS consists of two sets of questions regarding drug and sexual behaviors in the past 30 days. Due to the sensitivity of questions, participants were given the choice to self-administer the set of sexual behavior questions of the RBS. Although there is no critical cutoff score determined for significant HIV-risk behavior, endorsement of any RBS item may indicate unacceptable risk, with higher values (e.g., number of partners, frequency of behaviors) indicating greater risk. The RBS has been used to measure the frequency of unprotected sexual behaviors (Hien et al., 2010) in addition to the number of sexual partners (Meade et al., 2010) in the past 30 days in assessing HIV-risk sexual behavior. We examined the frequency of protected and unprotected sexual practices among our sample and used participants' reported number of sexual partners in the past 30 days as a measure of HIVrisk sexual behavior, consistent with other studies among various populations (Holmes et al., 2005; Kang et al., 2002; Mark et al., 2006; Meade et al., 2009; Richter et al., 2013) including offenders (Belenko et al., 2005; Knittel et al., 2013) .
Substance Use. We administered Miller's (1996) Form-90 to collect a continuous record of alcohol and drug use over a 6-month interval. The Form-90 provides a retrospective time frame for assessment and has excellent test-retest reliability (Miller & Del Boca, 1994) .
Data Analysis
A hierarchical linear regression was used to test for the influence of predictors on levels of the outcome variable (HIV-risk sexual behavior), entering predictors sequentially in three steps. Sociodemographic variables (age, gender, and race) were first entered to control for their variance in HIV-risk sexual behavior. Sexual and physical abuse histories were included in the second step, and both substance use and PSI values were included in the third step. We constructed two separate hierarchical regression models that independently examined sexual and physical abuse histories in the second step of each model to control for multicollinearity between these predictor variables that were positively and significantly correlated (r = .66) in order to provide a more conservative estimation of coefficients.
Statistical Methods. Descriptive analyses were conducted to provide sociodemographic characteristics of the sample in addition to describing rates of sexual and physical abuse histories, substance use, psychiatric problem severity, and HIV-risk sexual behaviors. Chi-square tests were conducted to examine proportional differences among participants based on categorical sociodemographic data in relation to abuse histories. A paired sample t test was conducted to examine mean differences in the frequencies of safer versus unprotected sexual practices in the past 30 days, and a twoway (history of abuse, gender) multivariate analysis of variance was employed to examine differences in the frequencies of these (safer, unprotected) sexual behaviors.
Missing Data. A listwise deletion approach was used to evaluate data and calculate analyses, and participants with missing data (17% of all available cases) were excluded from analyses. We utilized a listwise approach instead of imputing values that would have increased the risk of artificially reducing variance given the large proportion of missing cases, as the use of true scores are ideal for multiple regression models. A missing values analysis of all the predictor and dependent variables indicated that the data were missing completely at random, Little's MCAR test; χ 2 (13) = 14.14, p = .364; thus, our listwise deletion approach to treating missing cases was a valid technique for producing relatively unbiased estimates of regression coefficients (Allison, 2009) .
Results
Preliminary Analyses
A number of participants reported lifetime histories of sexual (n = 22) and physical (n = 31) abuse. Proportionately more women than men reported histories of sexual abuse (30% vs. 3%, χ 2 [1] = 44.84, p < .001) and physical abuse (30% vs. 7%, χ 2 [1] = 24.56, p < .001). There were no significant differences in the proportion of reported sexual or physical abuse histories based on racial grouping. Most participants (n = 249) reported an average of .62 (SD = 1.3) sexual partners in the past 30 days (ranging from 0 to 14). In terms of substances used, the majority (41.4%) reported a history of using heroin/opiates, followed by cocaine (27.8%), alcohol (12.8%), polysubstance use (11.3%), and cannabis (6.4%), with 7% of the sample reporting injection drug use. In terms of substance use in the past 6 months, participants (n = 267) reported an average number of days using alcohol 20.0 (SD = 40.7) and drugs 44.7 (SD = 57.4) for a combined alcohol/drug use average of 33.33 days (SD = 41.21), ranging from 0 to 180 days of alcohol and drug use. PSI scores were reported by most participants (n = 248), with an average PSI score of .14 (SD = .17), ranging from .00 to .89.
HIV-Risk Sexual Behaviors
Participants' frequencies of engaging in a number of sexual behaviors in the past 30 days, and the frequencies of engaging in safer sexual practices by utilizing barriers such as dental dams and condoms (i.e., "with protection") in these behaviors, are presented in Table 1 . Differences between the frequencies of safer sexual practices and unprotected sexual practices were examined. To do this, we first added the frequencies across (a) safer sexual practices and (b) all reported sexual behaviors to create respective cumulative frequencies.
We then subtracted the cumulative frequency of safer sexual practices from the cumulative frequency of all reported sexual practices to derive a cumulative frequency of unprotected sexual practices, and then compared the cumulative frequency of unprotected sexual practices with the cumulative frequency of safer sexual practices using a paired-samples t test (two-tailed). As a result, we observed a significantly higher cumulative frequency in unprotected sexual practices (M = 3.26, SD = 10.03) than safer sexual practices ([M = 1.41, SD = 5.71], t[257] = −2.64, p = .009 [CI = −3.22, −.467]).
We also examined whether differences in the cumulative frequencies of both safer and unprotected sexual practices were related to two factors: gender and whether participants reported a history of either sexual or physical abuse (vs. none). A two-way MANCOVA was conducted to examine differences in the frequencies of safer and unprotected sexual practices in relation to these two factors, and the results were not significant for gender, Wilks's Λ = 1.00, F(2, 251) = 0.27, p = .973, η p 2 =.000, history of sexual or physical abuse, Wilks's Λ = .99, F(2, 251) = 1.18, p = .310, η p 2 =.009, or the interaction term of these main factors, Wilks's Λ = 1.00, F(2, 251) = 0.48, p = .620, η p 2 =.004.
Major Analyses
Results of the first hierarchical regression model are presented in Table 2 . Gender (coded men = 0, women = 1) was the only sociodemographic variable in the first step that significantly predicted increased levels of HIV-risk sexual behavior by 3.4%. The inclusion of sexual abuse history in the second step contributed significantly to predicting risk, with Steps 1 and 2 together accounting for 5% of the variance. The inclusion of substance use and psychiatric PSI scores in the third step significantly contributed to predicting HIV-risk sexual behavior by accounting for an additional 8.5% of the variance.
A second hierarchical regression model was employed to control for multicollinearity between sexual and physical abuse history variables that were positively and significantly correlated. Results of the second hierarchical regression model, using physical abuse in Step 2, were statistically similar to the first regression model. The inclusion of physical abuse history in the second step contributed significantly to predicting levels of HIV-risk behavior, with Steps 1 and 2 accounting for 5.6% of the variance. The inclusion of substance use and PSI scores in the third step significantly contributed to predicting HIV-risk sexual behavior by accounting for an additional 8.8% of the variance in this second model. We also employed a third regression model, using a combined term (consisting of no abuse history vs. either sexual or physical abuse history, coded as 0, 1, respectively) for abuse history in the second step, and the results of this model were statistically similar in that gender (β = .138, t = 2.06, p = .040), either sexual or physical abuse history (β = .170, t = 2.27, p = .024), substance use (β = .252, t = 4.01, p < .000), and PSI scores (β = .163, t = 2.51, p = .013) predicted a greater level of HIV-risk sexual behaviors.
Discussion
The significant relationships between sexual/abuse histories and HIV-risk sexual behavior suggest lifetime abuse histories pose health risks among ex-offenders, consistent with previous clinical research involving other populations with substance use issues (Devieux et al., 2007; Kang et al., 2002; Meade et al., 2009) . Findings in the present study are also consistent with previous research that found marginally significant relationships between abuse and HIV-risk sexual behaviors among offenders with lifetime abuse histories entering incarcerated settings (Belenko et al., 2005) , suggesting other factors such as incarceration experiences increase HIV-risk sexual behaviors (Knittel et al., 2013) . Although incarceration experiences were not assessed in the present study, our use of hierarchical regression analyses enabled us to control for a number of other relevant variables, and how they incrementally predicted increases in HIV-risk sexual behavior. Substance use predicted HIV-risk sexual behavior, consistent with previous investigations in samples with substance use issues (Mark et al., 2006; Meade, Graff, Griffin, & Weiss, 2008; Rees et al., 2001) . This finding extends previous studies that either did not examine substance use as a predictor (Holmes et al., 2005) or examined only lifetime histories of substance abuse problems (Meade et al., 2009) when investigating the relationship between previous (childhood) sexual abuse and HIV-risk sexual behavior. In addition, this finding adds to previous HIV-risk sexual behavior research among offenders that did not examine recent substance use (Ames, Grenard, & Stacy, 2013; Belenko et al., 2005; Knittel et al., 2013) , and it is consistent with one study involving recently released women offenders (Scott & Dennis, 2012) where abstinence was related to decreased HIV-risk sexual behavior. The additional variance in HIV-risk sexual behavior explained by substance use in the present study underscores the importance of examining recent substance use as an independent factor when examining HIV-risk sexual behavior in relation to sexual/physical abuse histories. The significant increase in HIV-risk sexual behavior in relation to psychiatric problem severity is consistent with findings from one study (Kang et al., 2002 ) that found high rates of psychiatric problem severity among substance dependent persons with histories of childhood sexual and physical abuse. However, the significant predictive value of psychiatric problem severity in the present study adds to our understanding of psychiatric factors associated with HIV-risk sexual behavior among persons with abuse histories in that we used a global measure of psychopathology that assessed a broader range of psychiatric symptoms without regard to particular type or diagnostic category (McLellan et al., 1983; McLellan et al., 1992) .
A number of previous investigations have examined very specific psychiatric symptoms (Holmes et al., 2005; Plotzker et al., 2007) , or limited the use of diagnostic categories in terms of type and lifetime prevalence (McKinnon, Cournos, & Hermann, 2001; Meade et al., 2009; Wilson & Widom, 2011) in investigations involving persons with sexual/physical abuse histories; with exception to Meade et al. (2008) who found low levels of psychiatric problem severity were found to predict HIVrisk behavior in a sample of substance dependent persons with co-occurring bipolar disorder. However, findings in the present study suggest that a global measure of current psychopathology (as opposed to lifetime prevalence of selected mental disorders) such as the PSI of the ASI (McLellan et al., 1992) could offer greater ecological validity in understanding the role of psychiatric conditions in relation to the sexual/physical abuse pathway to HIV-risk sexual behavior across populations. Moreover, findings in the present study suggest clinicians and researchers should consider other psychiatric symptoms and diagnostic categories in addition to posttraumatic stress disorder depressive, and anxiety symptoms reported in non-offender samples (Devieux et al., 2007; Henny et al., 2007; Holmes et al., 2005; Pilowsky, Wu, Burchett, Blazer, & Ling, 2011; Plotzker et al., 2007) and offender samples (Belenko et al., 2005; Scott & Dennis, 2012) and personality symptoms (Scott & Dennis, 2012) when assessing HIV-risk sexual behaviors.
Gender was found to be a significant predictor of increased HIV-risk behavior, with greater increases in HIV-risk sexual behavior found among women. In addition, proportionately more women than men reported lifetime sexual and physical abuse histories, a finding that is consistent across various samples (Bensley et al., 2000; Henny et al., 2007; Kang et al., 2002; Morrill et al., 2001; Whetten et al., 2006) . Taken together, findings in the present study suggest women exiting criminal justice systems are at higher risk then men, especially when they have abuse histories, are using substances, and have high levels of psychiatric problem severity. Furthermore, we observed significantly more unprotected sexual practices than safer sexual practices in our sample of ex-offenders, consistent with other investigations that found unprotected sexual practices with this population (Alemagno, Stephens, Stephens, Shaffer-King, & White, 2009; Leukefeld et al., 2012) . We did not find any significant difference in the frequencies of sexual practices (both unprotected and safer types) in relation to gender or abuse histories, consistent with one study (Meade et al., 2010) that found no gender differences in unprotected practices among a sample of posttreatment, opioid-dependent persons. Some research involving women offenders found positive (parental) social support (Staton-Tindall et al., 2011) and monthly recovery checkups (Scott & Dennis, 2012) related to decreased HIV-risk behavior, and it is possible that the lack of significant gender differences in terms of the frequency of sexual practices in the present study could have been attributed to protective factors that were not assessed.
Findings in the present study are consistent with previous investigations, yet they extend previous research and have important treatment implications for psychiatric clinicians and clinicians working with persons who have substance use disorders. First, findings in the present study underscore the importance of examining factors other than abuse histories that are commonly associated with HIV-risk sexual behaviors, especially when the ones examined in the present study accounted for more variance in outcomes than abuse histories. For instance, recent substance use (regardless of drug type or route of administration) was related to HIV-risk sexual behavior, so clinicians should not limit screening for HIV-risk sexual behavior to intravenous drug use or to any one particular substance. Likewise, psychiatric problem severity was another factor associated with increased HIV-risk sexual behaviors. Clinicians should consider using global measures of current (not lifetime) rates of psychopathology when assessing HIV-risk sexual behavior in relation to mental health and not limit their scope to specific diagnostic categories of mental disorders. This is particularly important when psychodiagnostic assessment is complicated by substance-induced disorders and traumatic histories that are prevalent among persons with substance use disorders, whereas a measure of psychiatric problem severity would span across diagnostic categorization.
Although the relationship between lifetime histories of sexual/physical abuse and HIV-risk sexual behaviors might be better understood when accounting for relevant factors such as recent substance use, psychiatric problem severity, and sociodemographic characteristics, there are some limitations in the present study. For instance, the severity, onset, and duration of sexual and physical abuse, if ascertained, would have provided richer information regarding abuse histories. Likewise, the number of participants' recent sexual partners is only one way to measure HIV-risk sexual behavior when other measures including lifetime number of partners, engaging in sex work, and whether participants' sexual partners are high risk (e.g., injection drug users, sex workers) might also indicate such risk. Examining protective factors related to reduced HIV-risk sexual behavior would have provided more insights in understanding the relationship between abuse histories and HIV-risk sexual behavior. Finally, the use of self-reported data at one time-point is another limitation of the present study, as repeated measures might have provided more information in relation to changes in HIV-risk sexual behavior over time.
Conclusions
The present study examined predictors of HIV-risk sexual behavior that have been examined in previous investigations involving persons with abuse histories, substance use disorders, and ex-offenders. Our investigation is innovative in that it examined recent substance use and current psychiatric problem severity and found these to predict increases in HIV-risk sexual behavior beyond what was predicted by abuse histories. In addition, the present investigation involved both men and women with considerable incarceration experiences who engaged in significantly more unprotected sexual practices than safer sexual practices, adding to the growing body of literature on ex-offenders. Overall, findings in the present investigation suggest that both recent substance use and current psychiatric problem severity should be considered when assessing HIV risk in relation to lifetime sexual and physical abuse histories, particularly among ex-offenders.
